The presence of the cluster phenomenon per se is important for a correct diagnosis of cluster headache (1). There is consensus among the experts in this field that for this reason it is difficult to establish a definite diagnosis of cluster headache on clinical grounds only, during the very first bout. Already during the second bout, a temporal pattern may seem to have been established-and a diagnostic suspicion may be verified.
We described chronic paroxysmal hemicrania (CPH) in 1974 (2) and at an early stage felt that this was a headache in its own right (3, 4) . Cluster headache is characterized by certain main features (5) , as shown in Table 1 . Admittedly, there are considerable similarities between CPH and cluster headache ( Table 1 ). Only as far as one of the major points is concerned is there a clear difference: the sex preponderance. There may also be a difference as far as the temporal pattern (that is, the cluster phenomenon) is concerned, but this may be a more subtle one. The similarity of the temporal pattern of even the chronic stage of CPH with that of cluster headache is considerable. Moreover, there is a pre-chronic or non-continuous stage in several CPH cases (4, (6) (7) (8) (9) (10) , and this stage may be like a blueprint copy of the temporal pattern of cluster headache. Moreover, many (all?) cases of CPH in the chronic stage demonstrate a considerable fluctuation in severity ("modified cluster pattern") along the time axis. Failure to recognize the low-grade pain, almost without minor peaks ("attacks") may contribute to an incorrect categorization; they may be placed in the category of non-chronic CPH (which we suspect has really happened at times in recent years).
If we then consider the cluster phenomenon to be a core manifestation, it would be natural to group CPH together with cluster headache. Since the two headaches, nevertheless, differ in essential respects, they should be entities on the same level in the classification system. And they should be given a "super"-heading, combining them. For this reason, the term "cluster headache syndrome" was introduced (7, 11; see also A decade ago, our group described an unusual case of a cluster headache-like headache (12) . We introduced the term "atypical cluster headache" in that context, because of the unusual features of this patient (13) . As previously reported (12) , and as summarized in this issue (14) , this patient had, besides a familial factor XII (Hageman trait) deficiency, prolonged episodes of ipsilateral, retrobulbar neuritis and an episode of contralateral twitchings during a severe attack. It was recently demonstrated that this patient has a giant midline aneurysm of the anterior communicating artery.
A comparison with the major characteristics of cluster headache, nevertheless, showed unmistakable similarity between the two headaches ( Table 2 ). It is the common understanding that the major part of the main criteria will probably have to be present to justify a diagnosis of cluster headache. In this case, however, the similarity may seem as marked as it was in the case of CPH and cluster headache: she seemed to have a full-fledged cluster phenomenon. Only with regard to one point-sex-was there a discrepancy; this is not a decisive feature, since females probably can get "ordinary" cluster headache (15, 16) .
Apart from the main criteria, there are also other criteria that cannot be too far off if a diagnosis of cluster headache is to be justified. Such features are, for example, the number and duration of attacks, the presence of accompanying phenomena such as vomiting, the behaviour during attacks, and the presence of nocturnal attacks. If this array of symptoms is too greatly at variance with what is typical of cluster headache, it may dissociate the headache from cluster headache. Some such features seem to coincide in cluster headache and the Hageman factor case ( Table 3 ). However, when other such features are scrutinized in the Hageman factor case, a suspicion arises that this headache may be at variance with cluster headache in many respects, although the major features seem to fit. If the probabilities for various "additional" (that is, in addition to the five major ones) variables (Table 4 ) are considered together, the likelihood that we in this case are faced with cluster headache may seem to vanish. None of the specific features considered in Table 4 except perhaps the two pertaining to laterality seem to be interrelated. Other outstanding features have not been considered in this context (see Table 4 ), nor have the findings at evaporimetry (14) been included. If these features are included as well, the chances that we are faced with cluster headache as such seem to be microscopic. Thus, even though this headache in so many respects seems to concur with the cluster headache picture-the cluster phenomenon being quite apparent-it nevertheless seems to be at variance with cluster headache.
If our inferences are true, then headaches so similar to cluster headache as to be easily confused with it may exist, and still these headaches are at variance with cluster headache. We have only referred to this case as the Hageman factor deficiency case. Whether the factor XII deficiency has any bearing on the generation of the headache in this case cannot be determined at this time. One possibility is that the coagulation factor is linked to only some special features of this total picture, such as the retrobulbar neuritis (and possibly the aneurysm!). Still the headache would be at variance with cluster headache. This type of headache may thus belong to the "symptomatic cluster headache" group. A sine qua non for accepting a case as belonging to this category must be that the similarity with cluster headache is overwhelming. Several cases reported in this category have only a superficial similarity to cluster headache proper and cannot sans phrase be accepted with this group 100 100 headache * * Other clinical traits that are not taken into account in this context: the episodic retrobulbar neuritis always ipsilateral to the pain (we do not have any information about similar traits in cluster headache) and a heterolateral attack-related convulsive episode (only a couple of such episodes have been reported in cluster headache (17, 18) ). † Ekbom (16) , based on 105 cases; Russell (20) , based on 77 monitored attacks in 22 patients. Lance & Anthony (17) on the other hand, found "the longest attack" to be 6-9 h in 8% of the patients. ‡ Not observed at all by Ekbom (105 cases) (19) (15) . § According to Ekbom (19) . (Sjaastad et al. Unpublished observations) . The significance of the aneurysm in this connection is uncertain and has been commented on elsewhere (14) . It is remarkable that one of Greve & Mai's cases (23) had an aneurysm in the same region.
There is also another group of patients that is difficult to evaluate and which, partly or entirely, may belong to the cluster headache syndrome proper (24):
Bouts of cluster headache usually last between 4 and 12 weeks. Occasionally, there are short-lasting bouts in patients with otherwise typical bout lengths. In the occasional case, seemingly belonging to cluster headache proper, there are only short-lasting bouts, so-called mini-bouts, which have been defined as series of attacks lasting 3-6 days (7) . This definition will probably be up for revision when more information has been acquired; it is thus fully possible that this definition should be extended downwards to 2 days (or even 1 day; but if this is accepted, we foresee considerable difficulties (see later)).
We have seen five such cases in recent years, all males. The headache has always been on one side, the attacks usually being short-lasting. Since there are only a few attacks at a time, there is no real cluster phenomenon. The severity has at least in some of the cases been only moderate, the patients managing to do their work during the typical attack ( Table 5 ). The autonomic abnormalities, typical of cluster headache, do not seem to be so regularly present as in cluster headache and, when present, seemed partly to be only mild.
The question as to the nosologic status of this type of headache, therefore, naturally comes up. Could it be that the autonomic functions will not be fully activated at this low level of pain and during such short-lasting bouts? Could it be that such cases only with time will develop into full-blown cluster headache cases? Is this headache a variant with such a low level of pathologic findings-although it is within the cluster headache cycle-that the autonomic features will not be activated at any time? Or is this a cluster headache at all?
None of these cases have been followed up long enough to know the complete answer to these questions. However, in two of these cases the headache has lasted for a time that usually seems to be sufficient for the headache to have reached a full-fledged state. In our experience, there are cluster headache cases with a typical autonomic pattern after only a couple of bouts. Furthermore, in two of the cases the bouts have recently partly been of "full" length-that is, 2 months or more.
Those with 2-to 3-day bouts only or once in a while may be in another category than those with only mini-bouts of 1-day duration. It may therefore not be advisable, without reservation, to put cases at the low end of the range of the mini-bout into the scheme of cluster headache at the present time. With only 1-day "bouts" the differential diagnostic problems will obviously be enormous.
We may be at the border of the realm of cluster headache in cases like these. The fact that some autonomic findings, such as tearing, were invariably present may, however, be of considerable importance. If, then, "mini-bouts" are accepted as a variant of bouts, then these cases lack only one of the major features of cluster headache, the excruciating severity of the attack, and even the severity seemed partly to be within the usual cluster headache range. We may thus be faced with cases of another variety of cluster headache. As long as we do not know the pathologic substrate or the "core" symptoms of cluster headache, it will be next to impossible to form tenable opinions on the status of such cases. This is particularly true for those with "bouts" of even shorter duration than the mini-bouts (that is, <3 days).
